The purpose of this study was to investigate the nature and contribution of personal factors related to the use of prenatal care in a sample of high-risk women residing in an urban environment where care was accessible and free.
As early as 1915, it was recognized that initiation of prenatal care in the first trimester and continuous care during a pregnancy lowered both maternal and infant morbidity and mortality. 1 However, it was not until the 1970s with the expansion of social support programs that an increase in prenatal attendance and a decrease in neonatal mortality was recorded. 2 These programs gave women who required financial support the opportunity to obtain prenatal care.
Extensive financial and human resources have been directed toward the improvement of prenatal care. The federal government spends in excess of $7 billion annually on improving access to prenatal care. 3 The investment has produced major improvements in maternal and infant outcomes that are the result of increased use of the present prenatal care system. Despite these advances, a significant number of pregnant women continue to receive inadequate or no prenatal care, and their infants remain at high risk for morbidity and mortality. Developing new and more effective ways to engage these women in prenatal care remains a complex dilemma demanding the continued attention of clinicians, researchers, and program planners.
Barriers to prenatal care have been classified as demographic, structural, and personal. Demographically, the population at great risk for inadequate or no prenatal care has been well-characterized and includes low-income, multiparous, unmarried nonwhite women with less than a high school education. 4 National statistics, however, more frequently report prenatal outcomes only on white and African American women. African American women are more than twice as likely to receive late or no prenatal care than white women (10.1% vs 4.7%). 3 In addition, women residing in urban or isolated rural areas are less likely to receive adequate prenatal care. 5 In 1995, the Children's Defense Fund recorded that African American women residing primarily in inner cities are nearly 2.5 times more likely to register late for prenatal care than white women. 2 The implications of these findings are reflected in the infant mortality data from the same source, which showed that African American infants had a mortality rate 2.5 times greater than that reported for white infants. 2 Similar findings have been reported consistently since 1969, when the Children's Defense Fund began recording data on the health of America's children. The persistence of this relationship over 26 years of observation, despite major improvements in prenatal programs, strongly suggests that additional investigations of the health-seeking behavior and motivation of this population are required.
Structural barriers to prenatal care are-related to the cost, organization, and delivery of care. Examples of structural barriers that have been identified include costs of care; clinics that are overburdened and unable to provide prompt or flexible appointments; and problems in the organization, practices, and atmosphere of prenatal services. 6 Additionally, women continue to report a lack of access to transportation and child care as predominant barriers to prenatal care. An estimated 26% of women of reproductive age have no insurance to cover maternity care. 7 The Medicaid program has been important in reducing the financial barriers and increasing access to prenatal care for the disadvantaged. However, the Medicaid enrollment process is complex, demeaning, and imposes long waiting periods between application to the system and enrollment within the program.
7 At the provider level, there has been a decline in the number of obstetricians and obstetrical practices associated with the growing professional costs and concerns about liability and malpractice insurance and litigation. These factors have contributed to the inadequacy of prenatal care systems to meet the needs of pregnant women, especially those of low income. 3 Demographic and structural barriers do not sufficiently explain the failure to reach all pregnant women with adequate prenatal care. Even where financial barriers have been reduced and services have been altered to meet client needs, some pregnant women still do not receive sufficient prenatal care. The absence of a clear association between decreasing financial barriers and increasing the level of prenatal care suggests that other potential barriers exist.
Personal and family problems have emerged as important issues that contribute to late or lack of prenatal care. Work by York and colleagues 8 indicates that urban lower socioeconomic women who receive little or no prenatal care report that their reasons for avoiding prenatal care are personal. Among the personal reasons stated were "not wanting the pregnancy" and "not wanting to invest in the pregnancy." 8 The use of prenatal care may be limited by a woman's attitudes toward her pregnancy and prenatal care or by her cultural beliefs, life style, and other psychologic attributes.
Dysfunctional life styles, including transience, homelessness, physical abuse, and family violence are other personal problems that have been associated with insufficient prenatal care. 6, 8, 9 It is difficult, and sometimes impossible, for some poor women to place a priority on obtaining prenatal care if they are struggling to obtain basic subsistence needs such as food and shelter while coping with the additional stress of other personal problems. 10 -12 A number of things are apparent from a review of the work on prenatal care attendance over the last several decades. There are certain well-identified demographic groups at greater risk of receiving insufficient prenatal care. Further, most studies concur that the major barriers to receiving prenatal care are financial, problems in the prenatal care-delivery system, and women's negative attitudes toward prenatal services and their pregnancy. A perplexing gap remains in our understanding of the contribution of personal problems as a barrier to obtaining prenatal care. We remain unable to explain, in the face of similar demographic risk profiles and similar financial and structural barriers, why some women manage to receive sufficient prenatal care and others do not. Little work has been reported explicitly on the types of personal reasons or personal problems associated with the failure to obtain prenatal care. The purpose of this study was to investigate the nature and contribution of personal factors related to the failure to obtain adequate prenatal care in a sample of highrisk women residing in an urban environment where prenatal care was accessible and free.
MATERIALS AND METHODS

Design and Sample
The study was conducted at a large metropolitan hospital on the East Coast. Consecutive samples of women at high risk for receiving inadequate prenatal care were recruited. The high-risk criteria was based on demographic characteristics (low income, African American race, and high school level of education). A total of 326 new mothers were approached within 24 to 48 hours of delivery. Of these, 29 (9.8%) refused to participate in the study. Women who had a history of chronic medical problems were excluded from the study because it was assumed that they were previously "connected" to the health care system. The presence of the medical exclusion was determined through chart review. The final sample consisted of 297 low-income African American women whose education level did not exceed high school. Both nulliparas and multiparas were admitted into the study. All the women were born in the U.S. and spoke English in their daily life; they were able to understand the questions and respond to the interview questions without difficulty. The final sample included women with a range of prenatal care from adequate to none.
Instruments
Two instruments were used to collect data in this study. A structured instrument was administered initially to gather information in a format similar to that reported in other prenatal care studies. This was followed by an unstructured interview to obtain greater depth and detail regarding the structured responses.
The Ten-Item Checklist, 13 a list of the ten most commonly reported reasons for not seeking prenatal care, was designed to reflect a range of financial, structural, and personal problems. The content of the checklist is shown in Table 1 . The checklist was developed by Richwald, Rhodes, and Kersey and was used in a study examining lack of prenatal care in 251 Hispanic women at the Los Angeles County/USC Medical Center Women's Hospital. 13 Each woman was asked to choose from the list those situations or reasons that pertained to her.
She could select as many reasons as she felt applied to her. The questionnaire has face validity and has been reviewed and recommended by the Institute of Medicine as the most relevant tool to identify reasons why women seek a particular level of prenatal care. 3 For this study, one original checklist item "I was afraid I would be reported to the INS" (item 9) was edited to be more appropriate to our study sample. This statement was revised and presented as "I was afraid I would be reported to the police (authorities) if I tried to get prenatal care." The instrument was developed originally for women who had not received any prenatal care. Since we interviewed women with various levels of prenatal care, the introduction of the checklist was modified to be appropriate to the level of prenatal care used by the respondent. We used this instrument to provide a contextual framework for an in-person interview and to provide reference data for comparison to other reported studies.
The in-person interview consisted of open-ended questions that were worded so as to cover the areas of concern initiated by the respondent from the Ten-Item Checklist. The questions were phrased to provide for a wide variety of answers to encourage the woman to express, in her own way, her ideas and feelings in that area of inquiry. Additionally, the questionnaire allowed for facilitative communication and assisted both the woman and interviewer to move beyond superficial responses.
14 Further, the interview was designed to encourage the woman to share her thoughts and express her concerns to a supportive person who was trained to understand the situation in a nonjudgmental way and to assist her in expressing, sharing, and understanding her thoughts. In this way, the interview was intended to obtain greater depth and detail regarding perceived barriers to prenatal care than that provided by the checklist.
The interviewer verified the reasons each woman had selected from the Ten-Item Checklist, and queried "If I asked you to talk about other reasons for why you did not seek prenatal care earlier during pregnancy, what would you say? (Anything else)" A hypothetical example, based on a woman who had selected checklist items 4 and 6, might proceed, with the woman saying, "I don't like doctors, clinics, or hospitals;" and "I couldn't find someone to watch the children." This would lead the interviewer to ask "Did you go at all?" The woman might answer that she went one time, but "the doctors were evil, and rough, and they weren't clean enough for me, so I never went back." The interviewer would then move to the woman's second reason: "When you told me that you didn't have someone to watch your children, who usually watches them when you have to go out?" The woman's answer might be "sometimes I take them with me, or I take them over to my mom." Then the woman and the interviewer would decide that not having someone to watch the children was not really a problem that kept her from seeking prenatal care, because she has ways to resolve the problem.
After the women answered these initial questions, all the women were next asked "Of the reasons you just gave, could you tell me the most important reason that kept you from seeking prenatal care?" and "Sometimes women have personal reasons for not seeking prenatal care earlier in their pregnancy, what would you say were your personal reasons?" The final question, "What other things have been on your mind that we have not had a chance to talk about?" allowed for discussion of additional topics that may not have been covered by the Ten-Item Checklist or the interview questions. There was no variability in interviewing techniques across subjects, because all subjects were interviewed by one experienced professional interviewer (C. G.). It took approximately 30 minutes to complete each interview.
The initial interview script was examined for content validity by three clinicians and six women who were demographically similar to the study population, and revisions were made accordingly. The interview was pilot-tested on 19 women before initiating the study. No problems were encountered during the pilot test or the 297 study interviews. The women did not have difficulty in understanding or responding to the questions, and the interviewer successfully elicited information on why they either did or did not seek adequate prenatal care.
The interviews were recorded and subsequently transcribed for data extraction. Inter-rater reliability for the interview data was assessed by having the transcripts read by two individuals, the original interviewer and an African American nurse, who had no previous contact with the study. Each reader read the transcripts and independently identified phrases pertaining to the reasons why women did not seek prenatal care earlier or at all. Subsequently, all identified phrases were reviewed by a third person familiar with the study. Inter-rater reliability, expressed as percent agreements, was within acceptable limits.
Procedures
Women who met study criteria and delivered vaginally were approached 24 hours after delivery during their postpartum hospital stay. However, women who had a cesarean birth were approached after 48 hours to allow for anesthesia recovery. Following a full explanation of the study procedures and assurance of confidentiality, the participating women signed an informed consent form. Postpartum recruitment, although yielding retrospective data, permitted the inclusion of women who sought third trimester or no prenatal care.
The Kessner Index 15 was used to classify women into subgroups according to the level of prenatal care they had sought during their pregnancy. This Index uses three parameters, gestation at first visit, number of prenatal visits, and gestation at delivery, to define three levels of prenatal care designated as "Adequate Care," "Intermediate Care," and "Inadequate Care." The level of prenatal care was assessed in the Inpatient Interview and the classification was subsequently confirmed by review of each subject's prenatal health record.
The structured (Ten-Item Checklist) and unstructured (in-person interview) instruments were used to elicit information about why women sought a particular level of care or no prenatal care during their pregnancy. The Ten-Item Checklist was administered first to yield the women's reasons. Then, the in-person interview was performed to obtain more detailed information about the reasons that women had selected from the checklist and to elicit additional information regarding prenatal care.
RESULTS
Calculation of the Kessner Index showed that the largest proportion of women in this sample (n ϭ 297) were in the Inadequate Care group (n ϭ 123, 41.4%), followed by Intermediate Care (n ϭ 89, 30.3%) and Adequate Care (n ϭ 85, 28.6%). Based on our interest in those women who were most alienated from the health care system, we subsequently subdivided the Inadequate Care group. Any woman who met the Kessner Index criteria for Inadequate Care and received any prenatal care remained in this group (n ϭ 77, 25.9% of the sample). The remaining women, who had received no prenatal care were assigned to a fourth group, designated as the "No Care" (n ϭ 46, 15.5% of the total sample). Using this more-detailed, four-category classification scheme for prenatal care, we were able to examine differences within the data at the lowest levels of prenatal care.
Descriptive statistics were calculated for all items. Differences in responses across prenatal care groups were testing using X 2 and analysis of variance tests.
Demographic characteristics of the sample of Kessner Index level of prenatal care, are shown in The distribution of checklist responses by prenatal care group is shown in Table 3 . When asked directly on the checklist about personal problems, 69 women (23%) selected this reason and indicated that personal problems did influence their actions regarding prenatal care. The number of women who reported personal problems in the Inadequate Care and No Care groups was significantly higher ( p Ͻ 0.00005) than those in the Adequate Care group. As expected, structural factors also were identified as barriers to obtaining prenatal care with greater frequency by the women in the Inadequate Care and No Care groups. There were statistically significant differences in the frequency with which difficulty scheduling appointments, transportation, and child care were cited by these women to explain their prenatal care behavior. Additional significant barriers to prenatal careseeking in the Inadequate Care and No Care groups included: (1) an item reflecting a negative attitude toward the health care system (dis- like of doctors/clinics); and (2) an item reflecting a lack of adequate education/information regarding prenatal access and availability (did not know where to go). Scoring of the Interview transcripts by the two independent raters yielded data with highly acceptable levels of inter-rater reliability. Percent agreements were 95% for the Adequate Care group, 85% for the Intermediate Care group, and 89% for the Inadequate Care and No Care groups combined.
During the Interview, an additional 86 (29%) women who had not selected personal problems as a reason on the checklist presented personal problems that interfered with or delayed their decision to obtain prenatal care. This increased the total number of women reporting personal problems as barriers to obtaining adequate prenatal care on the two instruments to 155 or 50.2% of the sample. Among the women, 79% were in the Inadequate Care group and 89% were in the No Care group. These additional personal-problem items represented factors that also have been classified as personal problems in the prenatal care literature.
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A total of nine different personal problems was reported on the two data collection instruments (Table 4) . Seven of these problems were experienced with similar frequency across the four prenatal care groups, including family problems, depressed mood, physical/emotional abuse, unwanted pregnancy, family illness, unaware of pregnancy, and living in a shelter. Typical responses to the open-ended stems of the Interview are provided in Table 5 . Use of illicit drugs and desire for an abortion revealed significant differences among the groups. These last two personal problems were reported most frequently by women in the No Care group. Half of the women who received no prenatal care admitted to drug use, whereas the numbers of women admitting drug use in the other three groups were signifi- cantly lower. Overall, 42 (14%) of the 297 women in this high-risk sample reported wanting an abortion. The majority of these women (n ϭ 25, 59.5%) did not want to share the reason(s) why they had not obtained an abortion. Those who were willing to discuss this decision (n ϭ 17, 40.5%) cited the following reasons for not obtaining an abortion: (1) "waited too long to make the decision" (n ϭ 6); (2) "did not have the money" (n ϭ 2); (3) "just could not get themselves to do it" (n ϭ 6); (4) "was embarrassed to seek abortion" (n ϭ 1); (5) "was scared" (n ϭ 1); and (6) "was stopped by her mother" (n ϭ 1). Women also were asked if they had a single most important reason for not obtaining prenatal care earlier or at all. The majority of the women in the Adequate Care and Intermediate Care groups reported that they did not have a single most important reason for not receiving prenatal care earlier. The opposite was true for the women in the Inadequate Care or No Care groups; The reason cited most frequently by these women was personal problems (Table 6 ).
DISCUSSION
The assumption traditionally has been made that if financial barriers to prenatal care were to be removed, problems with access would be resolved. Recently, however, there has been increasing recognition of the significance of other, nonfinancial, barriers to prenatal care. The findings of this study confirm this conclusion and provide new insight into the importance of personal factors in influencing prenatal care behavior. Despite similar demographic risk profiles and residence in a community where financial and institutional barriers to prenatal care were significantly reduced, women in this sample demonstrated a range of prenatal care levels and frequently reported personal problems as the reason for not seeking earlier or any prenatal care. The personal problems that these women reported, especially illicit drug use, had serious implications for their daily existence and would require the availability of prenatal outreach programs that would more actively seek out such pregnant women and support them in their entry into the health care system. Our finding that the desire for an abortion was inversely related to the level of care received is in agreement with Lia-Hoagberg et al. 11 Women who view their pregnancy negatively may delay seeking prenatal care until they resolve whether or not to continue the pregnancy. 8 Oberg and colleagues 16 compared women who considered an abortion by their type of insurance. Their findings indicated that more than six times as many Medicaid-enrolled women considered an abortion at some time during their pregnancies than privately-insured women; however, these researchers did not address the different levels of prenatal care within their sample.
There was a striking difference in reported drug use across the prenatal care groups. Women with drug or alcohol problems might avoid seeking prenatal care through fear of having their addiction recognized, denial of the problem, and/or preoccupation with supporting their addiction. Our findings are in agreement with Chao et "I didn't know I was pregnant in the beginning because I was doing the drug heavy . . . and because I was taking drugs, I was kind of scared that I might be turned in, but then again, it didn't make a difference . . ." "Sometimes when I would get high, and when it was over with, I would be too tired to go." Desired abortion:
"I didn't want to have her, until it got to the point that I had no other choice. I was too late by then." "I just didn't want to go . . . I wasn't going to keep it." Family problems:
"There was a custody battle for my brother because he got sentenced for murder." Depressed mood:
"I was depressed just because I was pregnant. I wasn't ready to have another child right then. It was too close." "My mom was the one who made me feel depressed, she started fussing at me all the time." Physical/emotional abuse:
"We were supposed to get married and we went through a lot of fighting and arguing and stuff . . . The baby's father came into my apartment, going through it, taking stuff, and twisting my arm. I think it was sprained for about a month. It was real sore." "I used to take everybody's beating in the house. And I wouldn't cry and the more I didn't cry, the more they beat me." Unwanted pregnancy:
"I just didn't want the baby." Family illness:
"My mother was very ill; she had to stay in bed. I was the only person to take care of her." Unaware of pregnancy:
"I didn't know until I was seven months pregnant, because I had irregular periods." "I was almost five months along. My period was coming on and I was still fitting into my jeans." Living in shelter:
"I was evicted out of my apartment. I don't really have a place to stay. I've been bouncing around for the last nine months. I was just trying to keep a roof over my head." "I was renting and the heat was messed up and I had to leave there. I couldn't stay in without any heat. It was just that I was in the shelter . . . , I didn't know my way around the area. That was the main reason." [subject had six children plus the newborn]
al., 17 whose study of African American women in Harlem showed that women who received insufficient prenatal care were far more likely to be drug abusers than those who obtain care early in pregnancy. Similarly, Poland 10 reported that 31% of the women who received inadequate prenatal care in her sample were drug abusers, as compared with 7% in the group receiving adequate care. Clearly, substance abuse is a significant and difficult personal problem that is consistently associated with the failure to obtain timely or any prenatal care.
Personal and family problems have emerged in the literature as important issues that contribute to inadequate or no prenatal care. 8, 10, 11 Women who receive inadequate prenatal care have been reported to be significantly more likely than women who receive adequate care to report being worried or upset during the pregnancy. The causes of such emotional stress included lack of money, lack of emotional support, problems in family functioning, difficulties with the baby's father, housing problems, and related burdens. 18 Women also reported that they missed prenatal care appointments when they needed time and energy to deal with their personal or family problems. From a review of these studies, it appears that it is difficult, and sometimes impossible, for some disadvantaged women to place a priority on obtaining prenatal care when they struggle to meet basic survival needs such as food and shelter and when they try to cope with the daily stress engendered by their other personal problems. 11, 12 Purposive sampling assured that all subjects in this study were demographically at equally high risk for seeking inadequate prenatal care, according to risk factors recognized in other investigations. Our results, however, illustrate that demographic characteristics are not the definitive factors that place women at high risk for seeking inadequate prenatal care. The 1-year difference in education level between the Adequate Care and Inadequate Care is only marginally significant. This small difference did not affect the demographic profile of this sample as a high-risk group. We are in agreement with Lia-Hoagberg and colleagues 11 who reported that multiparous women are less likely to receive sufficient prenatal care. Multiparous women may assume that a previous uncomplicated childbearing experience assures them of similar subsequent experiences. Additionally, multiparas have to cope with the complexity of obtaining child care during the clinic visits or the stress and expense of bringing the children to prenatal visits. These concerns, along with other personal stresses, may become overwhelming and cause the woman to place a low priority on prenatal care. 9 -11 Our finding that the number of unplanned pregnancies is inversely related to the number of prenatal visits has been recognized in other work. 11 Lack of pregnancy planning and recognition of the pregnancy are important issues in the initiation of prenatal care. A woman with an unplanned pregnancy may fail to recognize the signs of pregnancy and, consequently, may seek care later in the pregnancy.
Structural barriers that interfere with women's access to adequate prenatal care have received wide attention. Within the geographic area and institution where this study was conducted, major improvements in the prenatal clinic facility and programs had been made over time resulting in a significant reduction in common structural barriers to prenatal care. While some structural barriers may be related to the operation and staffing of the health care facility, others may be associated with women's lack of resources. Although the local government in the city where this study was conducted covers the cost of prenatal care, it does not assure that low-income women have easy access to a telephone to schedule or rearrange appointments. Although there are numerous facilities that offer free prenatal care within the study catchment area and several modes of public transportation, women in the study still reported a lack of accessibility to transportation. Obstacles to the use of public transportation may include the distance between home and bus or subway stop, weather, wait time, cost of fares, and the difficulty of transporting the children. Higher rates of reported problems with access to child care clearly was attributable to the higher parity in the Inadequate Care and No Care groups. While it may be more convenient for a woman to leave children at home when attending a prenatal clinic, finding someone to provide the child care may also be a problem. This problem, in turn, may be compounded by a lack of adequate financial resources to pay for child care and/or an insufficient social support network to provide an acceptable caretaker. The small number of women who reported that they did not know where to go for prenatal care is a surprising finding in our study area; however, these women may have been new to the area or unfamiliar with available resources in their neighborhood. Finally, there will always be some women whose attitudes and personal dislike of doctors and clinics or hospitals will lead them to avoid all types of health care. Our findings supported other investigators' conclusions that have demonstrated that, although women generally believe that prenatal care is important, personal problems and life circumstances may overwhelm their motivation or ability to act on this belief.
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CONCLUSION
Demographic risk factors and structural barriers to care have been the major focus of research in prenatal care attendance. This investigation sought to provide additional insight into the relationship between personal problems during pregnancy and level of prenatal care. Women vary in their ability to adapt in a stable and organized manner to major life changes. Experience has shown that demographic description is not sufficient to predict the level of prenatal care that a woman will seek. According to Augustyn and Maiman, 19 demographic variables interact with psychologic variables that, in turn, interact with sociologic variables. Thus, one might expect that women with similar financial resources and demographic characteristics, but with dissimilar psychologic profiles, would use prenatal care differently.
In this study, personal problems were the single most important reason for not seeking prenatal care by women who received inadequate or no prenatal care. The results provide new insight into the complex and diverse nature of the personal problems experienced by a sample of urban women at high risk for inadequate prenatal care. The data suggest that more aggressive and individualized approaches to prenatal care outreach will be required if these high-risk women are to be successfully identified and integrated into the health care system.
